MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF FUBLIC HEALTH AND WELFAR :63;022895
! Registrotion District Now _jés__Jrlmw Registration District No, ..2__7 _ﬁnegmm'. No. _/ﬁga
—FH ED N

STATE FILE NUMBER

DO NOT WRITE <2
ON THIS $TUB AMENGED

2. USUAL RESIDENCE (Whers deceased lived. If institution: Residence before
». STATE MTSSOURT b. COUNTY MISSISSIPPI admission
c. C‘;';\' ] Inside Limits

town CHARLESTON . Y X1 No O

.d, STREET (1f curside, give jocation) Reside on Farm

ADDRESS 1112 S, Main Yes [] Nof

4. DATE

1. PLACE OF DEATH
s CONTY- SOOTT

b. CIYY (if outside corporate limits, give TOWNSHIP only)

TOWN STKESTON

c. FULL NAME OF [If NOT in hospital, give location)
HOSPITAL OR B
NsTTUTIONM(), DELTA COMMUNITY HOSPITAYs @ Ne D3

Middls

V& 300
Rev. 4/59

Length of stay in b

2 days

Inside Limits

V007
20675

DATE AMENDED

Firsy Last Month Day Yeor

3 T 3. NAME OF DECEASED

4

[Type or print}

WILLIE

FRANCES

MILLER

OF
DEATH

5-29 -63

5. SEX

FEMALE

&.. COLOR OR RACE

WHITE

7. Morried [ Never Married 3
Widowed (]

* Divarcad [J

8. DATE OF BIRTH

9. AGE {last birthdey) |IF UNDER 1 YEAR'

IF UNDER 24 HR

Months | Days

Hours Min.

12/23/13| 49

10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

Ho Sinni ct.., Mo, U, S,A,

13b, MOTHER'S MAIDEN NAME 14. NAME OF HIJSBAND OR WIFE
Arch Miller
Address

102. USUAL OCCUPATION

during of workmg I3
l‘ﬁ.ﬂ ousewl
13e. FATHER'S NAME

Charles Ward "
15. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Yos, MM' unknown) I(If yes, give war of dates of servi

Give kind of work done
wen if retived)

14 eAtIAl CEMTIBITY NS 17, INFORMANT

Arch Miller, Charleston,
-

"1 8. CAUSE OF DEATH (Enter anly one cavse 3 Tine for {a], (B}, and {c).
PART |. DEATH WAS CAUSED B

IMMEDIATE CAUSE (s}

Al N
ONSET AND DEATH

DOCUMENT

Conditions, if any,
which geve rise to
above caute ),
stating the wu: _
lying cause Iasf DUE.TO {c)

PART 1i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the lerrmrul
disease condition given in PART | (a)

DUE TO (b}

("

-FART Ill. If docasted was femals was
there » pregnancy in last 90 days.

JDY-:] "NaJ_ O Unknown

njury in PART | or PART 1 of item 18.)

19, WAS AUTOPSY 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

PERFORMED?

YES) NO B
20c. TIME OF

INJURY

208, ACCIDENT  SUICIDE  HOMICIDE
D o a

Hour™ | Month, Day, Year
a.m, -
p.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF :

MEDICAL CERTIFICATION

200. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION
farm, factory, sreet, office bldg., ec) .

D=29-43 e on—5=2963

on the date stated sbove, and to the best-of my knowledge, from the causes stated.

z ; Z 22c. DATE SIGNED
. LOCATION (Uity, town, or county}

TStote) '

~i:  Bast Pralrie, Mo,
26, G ISTRAR'S SIGNATURE
(L 2z,

s

20d. INJURY QCCURRED
WHILE AT WORK ]
NOT WHILE AT WORK [

2, ) amndtd the deceased ﬂcmﬂa__é '3 'rn

OR
TYPEWRITER RIBBON

and lest saw,

USE BLACK INK
SHOULD READ

24. FUNERAL DIREC\:OR

BY AFFIDAVIT OF

ITEM NO.




Ll

- L] "'_"F“ s

° STATEMENT BY I.ICENSED EMBAI.MER

I hereby cerfify that the body whose .name is recorded on the reverse side of this certificate was embé[mgd by me,

or by Student Embalmer No.

. 3

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No_s, i Z fi E

P.O Addressmr,ﬂy ,

. Note: The above MUST BE SIGNED BY THE UCENSED EMBALMER in hls OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocaﬂon of llcense) .

If embalmed by a STUDENT, he aiso shall sign in his OWN handwrmng

If this body is not embalmed, fact should be so stated above.

¥ *




